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MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC MEALTH AND WELF

DO NOT WRITE
ON THIS STUB

VS 300
Rev. 4/ 5%

USE BLACK INK

BACK

TYPEWRITER RIBBON

AMENDMENTS ON THIS RECORD ARE A5 FOLLOWS

‘%\TE AMENDED

Repistration District No. _———— §_i__§__.._..yrim.ry Registration District Ja o__()_s______--!twnur’l No. _.!._2&2_5_

STATE FILE NUMBER

o
. OF DEATH -
a. COUNTY

8. STATE

Mo.

2. USUAL RESIDENCE {Where deceased lived.

If institution: Residence before

b. COUNTY admission)

b. CITY [If outside cor rnta |Iml|l, T - TOWNSH]P only)
[a]]
TOWN A4

¢, CITY
OR
TOWN

Length of may in 1b

inside Limits

St.lonis Yo O No DO

c. FULL NAME OF [If NOT in hospital, give location)
HOSPITAL QR
INSTITUTION

St. ‘ouis City Hosp. # 1

d. STREET
ADDRESS

traide Limits

Yes O Neo O

5011 Delmar

Reside on Farm

Yesd No (J

{If cutside, give location}

INSTEAD OF

DOCUMENT

SHOULD READ

ITEM NO.

B8Y AFFIDAVIT OF

First

Glen

3. NAME OF DECEASED
{Type or print}

Middle Last

Bost

4. DATE
OF

DEATH Mnrj-'? iz s 63

5. 3EX 6. COLOR OR RACE

ite

7. Married {J
Widowed []

Never ‘Married [J [8. DATE OF BIRTH

9. AGE (last birthday) | IF UNDER 1 YEAR

Months Days

IF UNDER 24 HR
Hours Min.

Divorced}{] 1—10-93

70

10a. USUAL OCCUPATION {Give kind of work dons
during most of working lifs, even if rerired)

10b. KIND

13a. FATHER'S NAME

P
S MAIDEN NAME

OF BUSINESS OR INDUSTRY| 11.

BIRTHPLACE (City and state or country)

12, CITIZEN OF WHAT COUNITRY

Gacy

Mason

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

16. SOCIAL SECURITY NO.

{Yex, no, or unknown)l (If yes, give war or datey

no
18. CAUSE OF DEATH (Enter only ons causs

PARTY |. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a}

Conditions, 1 any, DUE TO {b)

P .S
14, NAME OF HUSBAND OR WIFE

422 g.“l’b’plar

Mwmm
Broacio PhEvmON (A

ONSET AND DEATH

which gava risa to
sbove cause (a),
siating the under-

lying cause last. DUE TO (g}

49, %

PART Ll

OTHER SIGNI;ICANT CONDITIONS CONTRIBUTING TO DEATH but nor related 1o the terminal
disease condition given in PART I (a}

oAl OETrERd TWRomBoss , LRERECS'S CIRRMOSES .

PART I1Il. If deceased wai famale was
there a pregnancy in last 90 /days.

I O Ye Dfﬁnj O Unknewn

19. WAS AUTOPSY | 20a. ACCEIJENT SUI%DE

HOMICIDE
O

20b, DESCRIBE HOW INJURY QCCURRED.

(Enter naters of injury in PART | or PART Il of item 18.)

Hou Month, Day, Year
am,

p.m.

20c. 1IME COF
INJURY

MEDICAL CERTIFICATION

20d. INJURY OCCURRED 20e. PLACE OF \NJURY
WHILE AT WORK

NOT WHILE AT WORK [J

farm, factory, street, office bldg., eic.}

{e.g., in or about home, | 20f. CITY, TOWN, OR

LOCATION COUNTY

0-723-63

21. 1 attended the deceased from

00_12—12.-.63—a nd

l
Death occurred at

12-12-63

her .
last saw g, alive on

m on the date stated above, and ta Ihe best of my Imowledgu from the causes |Iu1ed

2a. Y GNATURE

I, (éoJL"’“' L. 1.0

22b. ADDRESS

1515 lafayette Ave.

TS

23b DATE

12..15-63

230, BURIAL, CREMATION,
REMOVAL (Specity}

23c. NAME OF CEMETER‘I’ OR CREMATORY

Glendale Cemetery

23d. LOCATION (City, town, or county)

[State)

24, FUNERAL DIRECTOR ADDRESS

OEL 13 196:

25. DATE RECD. BY LOCAL REG

J

-Allen F.Home Fillmore,J}l
P e e &

[Licensed Embalmer’s Statement on Reverse Side)




A s RO US orro sl
STATEMENT BY LICENSED §

or by i Student Embalmer No._

2c ¢ 7 s s _
working under my persﬁ%&Sl X eSO NSTNT _ WFIRE LSRN

Sigrye,of'&udenl Embalmer

- Student

Licensed Embalmer No.

P. ©. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure_ to comply

with the above constitutes grounds for revocation of l:cense)
If ‘'embalmed by a STUDENT, he also shall@gn in h:.-.‘ OWMh ndwrmng >I .D-Q:))

If this body is not embalmed, fact should be so stated above.




